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Abstracts  of  the  Lectures 


NEW  DEVELOPMENTS  IN  RESEARCH  AND  EVALUATION  ON  SYSTEMS  Oy 

CARE 


Robert  M.  Friedman 


Research  and  evaluation  efforts  on  community-based  systems  of  care  are  stil]  in  the  early  stages 
of  development.  The  studies  that  have  been  done,  however,  have  raised  interesting  and 
important  questions  both  from  a  methodological  and  substantive  perspective.  This  presentation 
will  summarize  the  methods  and  results  from  some  of  the  more  important  studies,  and  discuss 
new  directions  and  developments  in  system  of  care  research  and  evaluation. 

The  presentation  will  highlight  such  studies  as  the  evaluation  of  the  1'orl  Bragg  Demonstration 
Project,  the  evaluation  of  the  22-site  children's  mental  health  services  program,  and  the  National 
Adolescent  and  Child  Treatment  Study.  The  implications  of  the  findings  from  these  saidics  for 
additional  research  will  be  discussed. 

Some  of  the  important  developments  that  will  be  emphasized  include  the  value  of  a  clear  theory 
of  change  and  logic  model,  the  need  for  a  clear  description  of  the  intervention  and  an  assessment 
of  the  adequacy  of  implementation  of  the  intervention,  and  the  benefits  of  combining  qualitative 
and  quantitative  procedures.  Illustrations  will  focus  on  methods  such  intensive  case  studies, 
interviews  with  key  stakeholders,  and  focus  groups  in  combination  with  objective  outcome 
measures. 

The  importance  of  parental  involvement  in  the  design  and  implementation  of  evaluations  will 
also  be  discussed  as  part  of  a  broad  focus  on  participatory  evaluations.  In  addition,  the  changing 
nature  of  interventions  will  be  highlighted  and  the  implications  of  this  for  interpretation  of 
findings  will  be  discussed. 

Overall,  the  presentation  will  lead  lo  a  model  for  evaluation  of  complex  community. baed 
interventions  that  is  designed  both  to  advance  general  knowledge  in  the  Held,  and  offer  praeiieal 
information  to  improve  programs  and  systems. 
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Neighborhoods,  Violence  and  the  Prevention  of  Serious  Emotional  Disturbances 


of  Children  &  Youth 


Stephen  L.  Buka,  Sc.D. 


A  general  consensus  exists  that  about  17-22%  of  children  and  adolescents  have  an 
emotional  disturbance,  and  that  12-19%  of  all  children  have  one  severe  enough  to  need  help 
(Costello  et  al.,  1993).  Roughly  two-thirds  of  this  need  remains  untreated  among  the  child  and 
adolescent  population  (NIMH,  1990).  Race/ethnicity  and  socioeconomic  status  (SES)  are 
powerful  determinants  of  a)  mental  health  status,  b)  family  and  community  resources,  and  c) 
mental  health  service  utilization.  Black  and  poor  youth  are  over  represented  in  the  mental  health 
service  sectors  (OfFord,  et  al,  1989);  there  is  some  evidence  that  Latino  youth  of  comparable  SES 
are  under  represented  (Bui  &  Takeuchi,  1992).  It  is  unclear  whether  these  findings  reflect 
differences  at  the  individual  level  (e.g., need  for  service),  family  level  (e.g. .treatment  seeking 
patterns),  community  level  (e.g.,  character  of  local  services,  neighborhood  resources  and  social 
processes)  or  are  merely  artifacts  of  the  case  selection  procedures  of  prior  studies.  However,  the 
consistency  of  these  results  suggests  that  research  designed  to  understand  and  improve  the  role  of 
mental  health  services  in  the  lives  of  children,  adolescents,  and  their  families  must  address  directly 
the  role  of  race/ethnicity,  SES  and  community  influences  as  well  as  individual  and  family  risk 
factors  in  study  design,  measurement,  and  analysis  (Buka  &  Earls,  1993). 

The  greatest  challenge  to  improve  the  identification,  treatment  and  prevention  of  child 
psychiatric  disorders  exists  in  large  urban  centers  where  both  economic  and  social  dislocations 
have  occurred  over  the  past  several  decades  (Earls,  1993).  These  are  concerns  for  all  families,  but 
are  of  particular  salience  for  minority  children  and  adolescents.  Differential  risk  for  mental  health 
need  and  use  has  already  been  documented  for  African  American  youth.  For  Latino  families, 
dramatic  increases  in  migration  to  urban  settings,  language  and  acculturation  difficulties,  and  large 
child  and  adolescent  populations  suggest  that  this  may  well  be  a  group  at  increasing  risk  for 
psychiatric  disorder  and  service  need. 

The  Project  on  Human  Development  in  Chicago  (PHDCN)  is  a  multilevel  longitudinal 
study  of  the  determinants  and  consequences  of  antisocial  behavior,  substance  abuse  and  other 
psychiatric  disorder  among  7000  children,  youth  and  their  families.  The  Project  has  been 
designed  to  address  the  above  concerns  and  identify  opportunities  for  prevention  at  the 
neighborhood  as  well  as  family  and  child  levels.  In  particular,  the  Project  maximizes  both  SES 
and  neighborhood  variation  within  race/ethnic  group  and  racial/ethnic  variation  within  SES.  This 
design  is  optimal  to  disentangle  race/ethnicity  and  SES  differences  in  mental  health  status  and 
utilization. 

This  presentation  will  provide  an  overview  of  and  preliminary  findings  from  the  Project  on 
Human  Development  in  Chicago  Neighborhoods  and  discuss  opportunities  for  neighborhood-level 
prevention  efforts. 
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Pair  Therapy;  Relationship  Building  with  Traumatized  Children 


Caroline  Watts,  Ed.D.  and  Anne  Gregory,  Ed.M. 


Pair  therapy  is  a  form  of  treatment  thai  specifically  aims  to  help  children  build  friendship 
making  and  maintaining  skills,  including  the  development  of  their  perspective-taking 
ability.  For  children  who  have  experienced  trauma  in  their  significant  relationships  — 
including  abuse,  loss,  abandonment  or  neglect  —  the  challenge  of  creating  new 
relationships  throughout  the  life  span  is  a  significant  one.  Issues  of  trust,  appropriate 
interpersonal  boundaries,  intimacy  and  autonomy  all  are  defined  in  terms  of  the 
dysfunctional  internal  working  models  that  these  children  bring  from  their  past 
relationships  into  their  present  ones.  Pair  therapy  gives  children  an  opportunity  to  build  a 
peer  relationship  from  scratch,  with  one  other  peer  of  similar  age  and  gener  but  opposite 
behavioral  style.  The  pair  is  guided  by  a  caring  adult  who  can  serve  as  model,  facilitator, 
and  interpreter  for  their  entry  into  the  often  unfamiliar  and  sometimes  intimidating 
interpersonal  world. 

This  45  minute  workshop  and  discussion  will  present  a  brief  overview  of  the  theory  and 
practice  of  pair  therapy,  and  will  demonstrate  its  use  through  case  vignettes  of  pairs  from 
public  school,  day  treatment,  and  residential  treatment  settings.  Pair  therapy  is  currently 
being  used  across  these  contexts  with  a  broad  population  of  children  with  varying  levels 
of  need,  and  we  will  discuss  its  application  with  these  different  groups  of  children  in 
these  various  settings. 
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Title:  The  Roxbury  Return  Project; 


Ng ighborhood -genera ted  and  neighborhood-based  services  for 
severely  emotionally  disturbed  inner  city  youth  and  their  families 

Ann  Capoccia,  LICSW,  DMH,  Annie  E.  Casey  Mental  Health  Initiative  in  Boston, 
Arnaldo  Sol is,  MA. ,  Lani  Jones,  LICSW,  David  Dorney,  Ph.D. ,  Roxbury  Unites  for 
Families  and  Children;  Marcella  Gutierrez-Maykah,  Ph.D.,  University  of  South 
Florida,  J.  Michael  Murphy,  Ed.D. ,  Harvard  Medical  School 

Goals/Cbjectives 

The  goal  of  this  one  hour  presentation  is  to  describe  The  Roxbury  Return 
Project  within  the  context  of  other  neighborhood-based  implementations  of  the 
System  of  Care  model  for  the  care  of  children  who  are  in  out-of-hame  placement 
because  of  serious  emotional  disorders  (SED). 

After  reviewing  the  description  of  the  problem  of  out-of-hame  placement  by 
Khitzer  (1982)  and  tine  response  as  originally  outlined  by  Stroul  and  Friedman  in 
their  1986  System  of  Care  model,  recent  developments  in  the  model  and  its 
implementation  will  be  discussed,  including  the  increased  focus  on  the  need  for 
cultural  competent  services  that  take  into  account  the  needs  of  neighborhoods 
and  families  as  well  as  of  children.    In  conjunction  with  the  Massachusetts 
Department  of  Mental  Health,  The  Annie  E.  Casey  Foundation  has  provided  funding 
for  the  Roxbury  Return  Project  through  its  Mental  Health  Initiative  for  Urban 
Children.  The  Initiative  has  pioneered  in  the  development  of  neighborhood- 
generated  and  neighborhood-based  approaches  to  the  care  of  SED  children. 

The  Roxbury  Return  Project  is  targetted  at  the  Dudley  Street  neighborhood 
in  Roxbury  ,  a  very  poor  urban  area  in  which  more  than  ben  percent  of  the 
children  are  currently  placed  outside  of  their  parents'  homes.    The  goal  of  the 
project  is  to  reduce  the  number  of  of  children  in  out-of-hame  placements  by 
making  intensive,  family-focussed,  culturally  campetant  services  available  in 
the  neighborhood.    By  coordinating  services  that  are  already  available  through 
the  multiple  agencies  that  serve  these  families,  by  mixing  traditional  and  non 
traditional  services,  and  by  striving  to  insure  that  all  services  are 
individualized,  family-focussed,  and  culturally  competent,  the  Project  is 
attempting  to  bring  one  hundred  children  back  from  out-of-hame  placement  and  to 
prevent  an  equal  number  of  very  high  risk  children  from  entering  placement. 

After  reviewing  the  history  of  this  project  and  its  current  goals  and 
methods,  preliminary  data  from  the  process  and  child  outcome  evaluations  will  be 
presented. 

Learning  goals 

1.  Participants  will  learn  the  about  the  problem  of  out-of-home  placement 
in  low  income  urban  areas  and  the  contribution  that  the  System  of  Care  approach 
can  make  to  addressing  this  problem. 

2.  Methods  for  decreasing  the  percentage  of  children  in  out --of -home 
placement  through  the  provision  of  coordinated,  individualized,  family-focussed 
services  that  are  culturally  competent  will  be  reviewed,  especially  neighborhood 
generated,  neighborhood  based  approaches. 
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Adult  Arrest  Records  of  DMH  Adolescent  Clients.  Maryann  Davis,  Ph.D. 


Abstract: 

Previous  studies  have  demonstrated  that  by  the  time  youth  with  SED  are  young  adults  life- 
time arrest  prevalence  is  52-58%.  We  examined  the  adult  corrections  records  of  82  young 
adults  who  had  received  DMH  funded  adolescent  day,  residential  or  hospital  treatment,  to 
determine  relationships  between  adult  corrections  involvement,  adolescent  clinical,  and 
background  characteristics  and  receipt  of  adult  mental  health  services.  Almost  half  (45%) 
of  subjects  had  been  arrested  at  least  once  as  an  adult;  67%  of  males  and  23%  of  females. 
Arrested  youth  were  younger  at  first  hospitalization  and  adolescent  treatment  admission, 
and  had  been  discharged  for  a  longer  period  of  time.  Most  commonly  charges  included 
serious  property  offenses  (31%),  followed  by  serious  crimes  on  persons  (29%),  minor 
charges  such  as  disturbing  the  peace  (21%),  substance  use  (16%),  carrying  dangerous 
items  (11%),  threatening  behavior  (6%),  drug-related  (5%),  and  minor  sex-related 
offenses  (3%).  Association  of  adult  services,  subjects  characteristics  and  adolescent 
treatment  to  charges  and  dispositions  will  be  described. 
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Listening  to  Sexually  Abused  Girls:     An  Interpretive  Poetics  of 
the  Unsaid,   the  Unsavable  and  the  Unspeakable 
Dr.   Annie  G.  Rogers 
Abstract: 

Listening  carefully  to  sexually  abused  girls  in  an  intensive  interview  study  opens  up 
new  avenues  of  understanding  that  neither  current  studies  of  girls'  normative  development 
nor  large  empirical  studes  on  the  consequences  of  trauma  have  addressed  to  date.  In  order 
to  understand  the  effects  of  sexual  abuse  on  girls,  there  is  a  strong  need  for  longitudinal 
developmental  work  that  can  begin  to  emprically  map  how  girls  themselves  speak  about 
and  understand  a  range  of  relationships  in  their  lives:  from  those  that  are  sustaining  and 
validating  to  those  that  are  difficult,  underrruning,  and  emotionally  or  physically  abusive. 

Researchers  have  repeatedly  noted  asymmetries  in  boys'  and  girls'  psychological 
development.  Whole  boys  react  more  negatively  to  stressors  in  childhood,  this  pattern 
reverses  itself  during  adolescence  (Erne,  1979;  Rutter,  1980;  Werner  and  Smith,  1982). 
Girls  are  more  likely  than  boys  to  first  manifest  psychological  difficulties  in  adolescence 
(Ebata,  1987)  and  respond  less  positively  to  stressful  challenges  during  adolescence 
(Peterson  and  Ebata,  1987;  Peterson,  1988).  During  adolescence,  boys  are  more  apt  to  act 
out  psychological  difficulties,  while  girls  re/eal  a  picture  of  inward  and  quiet  disturbance. 
As  a  consequence,  girls'  cries  for  help  may  be  harder  to  hear  and  easier  to  ignore  (Harris, 
Blum,  and  Resnick,  1991).  As  a  number  of  normative  studies  document,  early 
adolescence  is  a  time  of  increased  risk  and  vulnerability  for  girls  (see  Ebata,  1987;  Elder , 
Nguyen,  and  Caspi,  1985;  Peterson,  1988;  Peterson  and  Ebata,  1987). 

My  colleagues  and  I  at  Harvard  (Brown  and  Gilligan,  1992;  Rogers,  1993)  provide 
one  empirically  based  explanation  for  the  prwalence  of  psychological  distress  in  girls  at 
adolescence.  In  longitudinal  interview  studies  of  girls'  normative  development,  we  have 
seen  that  during  childhood  girls  are  commonly  astute  and  outspoken  observers  of  their 
social  worlds.  Between  the  ages  of  6  and  1 1  or  12  years  of  age,  girls  (for  whom  there  is 
no  known  history  of  sexual  or  physical  abuse.)  voice  a  full  range  of  feelings  and  trust  their 
assessments  of  what  is  happening  in  the  social  world.  In  early  adolescence,  however, 
these  girls  begin  to  experience  paralyzing  dilemmas  of  relationships,  considering 


consciously  when  not  to  speak  about  their  perceptions  and  feelings,  and  begin  to  withhold 
their  knowledge  in  key  relationships.  At  first  keenly  aware  of  the  costs  of  their  own 
strategies  of  silencing  themselves,  gradually  the  partem  of  self  silencing  themselves 
becomes  less  self  consciously  protective  and  more  automatic.  Girls  then  enter  a  malaise  of 
self  doubt,  questioning  the  veracity  what  they  are  actually  experiencing  and  feeling 
(Rogers,  Brown,  and  Tappan,  1993).  Their  interviews  become  infused  with  the  phrases  "I 
don't  know"  and  "1  can't  say,"  markers  of  a  process  of  repression  or  of  "disavowing  the 
self  (Stem,  1991).  These  phrases  are  particularly  apt  descriptions  of  how  adolescent  girls 
dismiss  their  own  often  astute  feelings  and  judgments.  Subsequently  these  girls  develop  a 
"double  subjectivity M  (Rogers,  1994/ 1997)  a  sense  of  disparity  between  the  inner  world  of 
thoughts  and  feelings  and  what  is  said  to  hi  "reality"  in  the  public  world. 

Sexually  abused  girls  reveal  psychological  processes  of  self-disavowal  and  double 
subjectivity  observed  in  normative  studies  of  adolescent  girls  (Rogers,  1994/  1997). 
Additionally,  they  demonstrate  another  level  of  confusion.  Often  these  girls  question  deeply 
who  is  trustworthy,  and  wonder  how  to  tell  a  life  story  when  it  is  difficult  to  narrate  a 
coherent  story  due  to  the  interference  of  dissociative  symptoms.  Thus,  questions  about 
"love"  and  "reality"  become  particularly  heightened  in  their  development. 

In  a  qualitative  interview  study  of  giis  in  a  residential  school,  adolescent  girls  (ages 
1 1  to  18)  experience  confusion  regarding  events  lived  in  time  and  gaps  in  memory  that 
were  evident  in  the  very  process  of  telling  about  particular  life  events  and  relationships. 
The  girls  also  found  it  particularly  difficult  to  speak  about  relationships  in  which  they  were 
abused  or  had  abused  other  children,  and  straggled  for  words  to  convey  these  experiences. 
In  this  lecture  1  will  present  several  of  the  girls'  interviews  through  a  new  method  of 
analysis,  An  interpretive  poetics  of  languages  of  the  unsayable  (Rogers,  Casey,  Ekert, 
Holland,  Nakkula  and  Sheinberg,  1997).  Through  this  method,  I  will  explore  those  places 
where  girls  found  it  most  difficult  to  speak  alwut  their  relationships:  listening  to  the  unsaid, 
the  unsayble  and  unspeakable  in  their  narratives. 
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Working  with  Families  of  Children-Adolescents 
with  Emotional.  Behavioral  or  Mental  Disorders 

Amy  Glass,  LICSW;  Donna  Welles,  MSW;  Carmen  Pola. 

The  Children's  Mental  Health  field  has  experiences  important  changes  over  the 
last  decade  in  an  effort  to  improve  the  lives  of  children  and  families  affected  by  mental 
health  problems.  Most  of  these  changes  have  focused  on  developing  comprehensive, 
coordinated  systems  of  care  which  are  driven  by  the  needs  of  children  and  families  and 
are  community-based  (Stroul  and  Friedman,  19881).  In  addition  to  proposed  changes  in 
service  system  development,  advocates  for  children  and  families  emphasize  the  need  for 
change  in  the  role  families  play  in  the  service  system  and  the  care  of  their  children 
(Lourie  and  Katz-Leavy,  1991) 

This  workshop  will  present  some  of  the  historical  developments  that  have  resulted 
in  increased  family  involvement,  the  principles  for  care  driven  by  child  and  family  needs, 
and  some  of  the  issues  that  arise  in  the  implementation  of  a  family-centered  approach. 


1  Stroul,  B.A.  and  Friedman,  R.M.  (1988)  Principles  for  a  system  of  care.  Children  Today.  July-August, 
pp.  11-14. 

Lourie,  S.  &  Katz-Leavy,  J.  (1991)  New  directions  for  mental  health  services  for  families  and  children. 
Families  in  Society:  The  Journal  of  Contemporary  Human  Services..  May  277-285. 
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PTSD  and  Countertransference 

Tina  Render,  M.D. 


This  workshop  will  define  and  explore  the  concepts  of  transference  and 
countertransference  in  our  day-to-day  work  with  adolescent  clients.  We  will  examine 
the  complex  and  challenging  transference  and  countertransference  reactions  which 
are  specific  to  our  work  with  traumatized  and  dissociative  clients.  We  will  also  discuss 
the  concept  of  vicarious  traumatization,  and  contrast  it  with  countertransference  and 
staff  traumatization.  Finally,  we  will  discuss  ways  in  which  these  concepts  can  be 
incorporated  into  the  successful  milieu  management  of  severely  traumatized 
adolescent  clients. 
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ADOLESCENT  ABUSE  AND  BRAIN  DEVELOPMENT:  A  VASOPRESSIN/SEROTONIN 
MODEL  OF  IMPULSIVITY  AND  VIOLENCE 

Craig  F.  Ferris  ,  Richard  H.  Melloni  Jr.,  Yvon  Delville 


CHILD  ABUSE  AND  THE  CONTINUITY  OF  VIOLENCE 

It  is  a  popular  notion  that  violence  begets  violence;  children  that  are  abused  become  abusers  as 
adults,  and  victims  of  violent  crimes  become  the  perpetrators  of  violence  (Widom  '89).  However, 
several  studies  have  concluded  that  there  is  little  evidence  supporting  the  contention  that  abused 
children  are  abusive  parents.  While  child  abuse  does  not  appear  to  be  transmitted  between 
generations,  aggression  and  violence  show  a  stronger  continuity.  Several  studies  have  reported 
children  that  are  victims  of  violence  have  higher  rates  of  violent  crimes  as  adults  .  One  study 
suggested  a  strong  correlation  between  childhood  abuse  and  later  homicide  and  another  correlated  the 
level  of  violent  abuse  with  the  level  of  adult  violence.  An  evaluation  and  comparison  between 
extremely  violent  and  less  violent  juveniles  revealed  that  the  more  violent  boys  were  most  likely  to 
present  with  psychotic  symptoms  together  with  major  and  minor  neurological  abnormalities.  The 
most  violent  juveniles  were  also  most  likely  to  have  been  severely  abused  in  childhood.  (Lewis  et  al, 
'79).  While  these  studies  support  the  notion  of  intergenerational  transmission  of  aggression,  others 
report  opposite  findings;  abused  children  show  a  decreased  incidence  in  aggressive  crimes  as 
compared  to  controls.  It  may  be  argued  that  the  lower  level  of  overt  aggression  in  some  abused 
children  may  be  internalized  as  aggression  directed  inward  (Gutierres  and  Reich  '81).  Many  abused 
children  are  reported  to  be  withdrawn,  with  some  showing  self-destructive  behaviors  and  suicidal 
tendencies. 

While  the  relationship  between  child  abuse  and  the  continuity  of  violence  is  accepted,  it  is  not 
always  predictable.  The  level  of  physical  abuse  together  with  emotional  neglect  may  be  critical 
variables  which  when  combined  with  psychosocial  and  biological  factors  determine  whether  an 
individual  will  be  highly  aggressive  or  potentially  submissive.  Indeed,  all  behavior  is  context 
dependent,  whether  an  individual  with  a  history  of  early  abuse  responds  violently  or  submissively 
may  depend  upon  the  stimulus  in  the  environment.  Violent  behavior  may  be  perpetrated  against  a 
weaker,  smaller  opponent  while  submissive  behavior  may  be  elicited  by  more  dominant  opponents. 

ADOLESCENCE:  A  VULNERABLE  TIME  IN  DEVELOPMENT? 

The  1978  study  of  national  child  abuse  and  neglect  by  the  American  Humane  Association 
reported  a  high  incidence  of  abuse  toward  adolescents  between  the  ages  12  and  17;  in  fact,  more 
recent  evidence  indicates  that  the  incidence  of  adolescent  abuse  equals  or  exceeds  that  of  all  other 
age  groups  (Schellenbach  and  Guerney  '87).    While  much  attention  has  been  paid  to  victimization  of 
infants  and  children,  less  is  known  about  the  behavioral  and  biological  consequences  of  abuse  during 
adolescence.  This  is  surprising  because  of  the  incidence  of  physical  abuse  rises  dramatically  during 
this  developmental  period.  Presumably,  the  elevation  of  abuse  during  adolescence  is  related  to  the 
enhanced  social  conflict  associated  with  separation  and  control  between  parents  and  young  adults.  Is 
adolescent  abuse,  like  child  abuse,  a  significant  precursor  to  adult  violence?  Is  adolescence  a  critical 
time  in  development,  a  time  when  the  nervous  system  is  vulnerable  to  traumatic  insult? 

In  these  studies,  we  will  use  an  animal  model  employing  "adolescent"  golden  hamsters 
(Mesocricetus  auratus)  exposed  to  daily  bouts  of  threat  and  attack  by  larger  hamsters  to  determine  if 
this  insult  changes  the  neurobiology  of  the  brain  and  alters  agonistic  behavior  in  early  adulthood.  It  is 


not  our  intention  to  extrapolate  understanding  of  hamster  behavior  to  social  failure  and  violence  in 
humans.  Instead  we  seek  to  provide  evidence  that  brain  and  behavior  are  vulnerable  during  the 
adolescent  developmental  period,  subject  to  change  in  response  to  physical  threat. 

VASOPRESSIN/SEROTONIN  INTERACTIONS  AFFECT  AGGRESSION 

Animal  studies  show  that  arginine  vasopressin  (AVP)  facilitates  aggression, while  serotonin  (5- 
HT)  inhibits  aggression  by  blocking  the  activity  of  the  AVP  system  (Ferris  '96).  In  a  recent  clinical 
study,  personality  disordered  subjects  with  a  history  of  "fighting  and  assault"  show  a  significant 
positive  correlation  between  CSF  levels  of  AVP  and  aggression.  These  subjects  were  judged  to  have 
a  hyporeactive  5-HT  system  as  assessed  by  fenfluramine  challenge.  Thus,  in  animals  and  humans,  a 
hyporeactive  5-HT  system  may  result  in  enhanced  AVP  activity  and  increased  aggression. 

ADOLESCENT  INSULT  ALTERS  NEUROBIOLOGY  AND  BEHAVIOR 

Can  the  stress  of  emotional  and  physical  insult,  i.e.,  threat  and  attack,  during  adolescence  affect 
the  development  of  the  AVP  and  5-HT  systems  and  alter  normal  aggressive  behavior  in  early 
adulthood?  Adolescent  male  golden  hamsters  were  weaned  at  postnatal  day  25,  and  stressed  for  two 
weeks  by  daily,  one  hour  bouts  of  threat  and  attack  by  adult  hamsters.  Male  litter  mates  were  run 
in  a  parallel  stress  study  using  daily  one  hour  trials  of  isolation  in  a  novel  environment.  During 
early  adulthood,  on  postnatal  day  45,  three  days  after  the  cessation  of  stress  trials,  animals  were 
tested  for  aggression  in  a  resident: intruder  paradigm.  The  results  show  a  context-dependent  change 
in  aggression.  Animals  with  a  history  of  abuse  show  exaggerated  attack  behavior  toward  smaller 
males  as  compared  to  litter  mates  with  a  history  of  isolation  stress.  Conversely,  when  confronted  by 
males  of  equal  size,  animals  with  a  history  of  abuse  show  diminished  aggression  and  increased 
submission  as  compared  to  control  litter  mates.  It  was  determined  that  the  density  of  AVP  fibers 
and  neurons  in  the  hypothalamus  is  lower  in  abused  animals  as  compared  to  controls.  In  contrast, 
the  number  of  5-HT  terminals  within  the  hypothalamus  is  higher  in  abused  animals  as  compared  to 
their  control  litter  mates.  These  results  provide  evidence  in  an  animal  model  that  stress  in  the  form 
of  threat  and  attack  during  adolescence  can  alter  the  balance  between  AVP  and  5-HT  in  the  brain 
resulting  in  inappropriate  aggressive  behavior  in  early  adulthood. (All  animals  were  acquired  and 
cared  for  in  accordance  with  the  guidelines  published  in  the  NIH  Guide  for  the  Care  and  Use  of 
Laboratory  Animals.  This  work  was  supported  by  NIMH  grant  MH-52280  to  C.F.F.) 
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Guidelines  for  Continuing  Medical  Education  Credits  fCMZ'- 

Sconscr:  McLeor  Hospital 

The  Department  of  Mental  Health  has  begun  2  series  of  new  initiatives  in  Pubiic 
Managed  Care,  and  is  committed  to  training  its  state  ar.c  provider  workforce  :c 
understand  and  field  these  new  healthcare  approaches.  As  part  of  this  effort.  DMH  s 
underwriting  the  cost  of  today's  program  (including  CME  credits;,  because  D?  IH 
believes  in  the  importance  of  this  tcpic.  Tc  cbtain  CME  credits,  registrants  are  -sql!"c 
tc  remain  for  the  entire  training  day.  CME  certificates  will  net  be  awarded  untii  the  ere 
of  the  training  day. 

To  ensure  that  the  granting  of  CME  certificates  proceecs  efficiently  for  aii  registrants, 
the  renewing  guidelines  have  been  put  in  piaos: 

1.  All  registrants  must  register  and  sign  r  :cr  C,"  iEs  s=cr*        ~z  c=-.  n  :_f 
registration  area  before  10:15  AM  or  other  designated  time.  Any  registrant  rvhc 
does  not  sign  in  by  the  designated  time  will  forfeit  CMEs  for  that  training  day.  In 
case  of  a  two-day  or  longer  program,  each  registrant  must  sign  in  each  day 
before  the  10:15  AM  or  designated  time. 

2.  All  registrants  must  provide  their  Beard  cf  Registration  license  numbers 
before  CMEs  can  be  issues.  These  license  numbers  may  oe  provided  during  the 
conference  itself,  or  called  in  after  the  conference.  In  the  latter  case,  DMH  a 
mail  the  registrant  the  certificate. 

3.  Each  registrant  must  hand  in  a  completed  course  evaluation  in  crder  tc 
receive  a  certificate. 

4.  CME  credits  are  granted  to  physicians  for  each  day  cf  training  at  the  end  cf 
the  day's  programming.  Daily  certificates  may  be  obtained  in  the  registration 
area  at  the  end  of  the  program. 

These  guidelines  have  been  drawn  up  so  that  they  are  in  accordance  with  a!!  current 
licensing  requirements  for  CMEs.  The  Department  of  Mental  Health  is  responsible  to 
its  registrants  and  to  its  CME/CEU  sponsors,  and  there  are  no  exceptions  tc  these 
Department  of  Mental  Health  requirements. 


The  designated  registration  time  for  CMEs  for  this  program  is  no  later  than:  1C:15am 


Decart~~nt  cf  Mental  Heaith. 


Guidelines  for  Continuing  Education  Credits  [CEU] 

SccPocr:  Har/ard  Medical  School 

The  Department  of  Mentsl  Heaith  has  begun  a  series  of  new  initiatives  in  F'_c;;c 
Managed  Care,  and  is  committed  tc  training  its  state  ana  provider  workforce  to 
understand  and  field  these  new  healthcare  apcrcaches.  As  pan  of  that  effort,  DMH  is 
underwriting  the  cost  cf  today's  program  (including  CEU  credits)  because  DMH 
believes  in  the  importance  of  this  topic  Tc  obtain  CEU  credits,  registrants  are  recuired 
tc  remain  for  the  entire  traininc  crccram.  CEU  certificates  will  net  be  awarded  until  the 
end  of  the  training  program. 

To  ensure  that  the  granting  of  CEU  certificates  proceeds  efficiently  for  al!  registrants, 
the  foiicwing  guideiin.es  have  been  cut  into  place: 

1 .  All  registrants  must  register  arc  sign  in  for  CEUs  eacn  traininc  cav  in  the 
registration  area  before  10:15  AM  or  ether  designated  time.  Any  registrant  who 
does  not  sign  in  by  the  designated  time  wiil  forfeit  CEUs  for  that  program.  In 
case  of  a  two-day  or  longer  program,  each  registrant  must  sign  in  each  dav 
before  10:15  AM  or  the  designated  time. 

2.  All  registrants  must  provide  their  Beard  cf  Registration  license  numbers 
before  CEUs  can  be  issued.  These  license  numbers  may  be  provided  curing  the 
conference  itself,  or  called  in  after  the  conference.  In  the  latter  case,  DMH  will 
maii  the  registrant  the  certificate. 

3.  Each  registrant  must  hand  in  a  completed  course  evaluation  in  order  to 
receive  a  certificate. 

4.  CEU  credits  are  granted  at  the  end  of  the  program.  The  certificates  may  be 
obtained  in  the  registration  area. 

These  guidelines  have  been  drawn  up  so  that  they  are  in  accordance  with  all  current 
licensing  requirements  for  CEUs.  The  Department  of  Mental  Health  is  responsible  to 
its  registrants  and  to  its  CME/CEU  sponsors,  and  there  are  no  exceptions  to  these 
Department  of  Mental  Heaith  requirements. 

The  designated  registration  time  for  CEUs  for  this  program  is  no  laterthan:  10:15am 


